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INTRODUCTION

Brenda J. Vumbaco is Managing Editor. Com
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Pure water, a sanitary environment, and nutritious food
have long been recognized as prerequisites of good
health. In recent decades, medical studies have revealed
another essential component of health strategies: family
planning. Uncontrolled fertility directly threatens the
health of mothers and infants and may undermine the
health of other family members. Today, no health program
can be considered complete unless it offers ready access
to appropriate family planning measures for all potential
parents.
Along with apprehension about the long-term implica
tions ot rapid population growth and the recognition that
women have the right to control their own fertility, concern
for personal health has spurred worldwide efforts to make
contraceptives and safe, legal abortion widely available.
Women who bear children too early or too late in life,
women who bear too many children, and women who bear
children too close together put themselves and their
children in danger. Yet, even with knowledge of these
hazards, a large majority of governments still do not
provide all prospective parents-whether teenagers in
Detroit or newlyweds in rural Ethiopia-access to effec
tive family planning measures.
Most studies of the medical impact of childbearing pat
terns have been carried out in North America and Europe.
Since the undernutrition and lack of sanitation prevalent
in developing countries multiply the hazards of any preg
nancy, the findings of these studies almost certainly
understate the dangers faced by the poor from unlimited
fertility. No one can say for sure how many deaths and how
much disease the universal availability and wise use of
family planning services could prevent. But it is known
that some of the world's least fortunate women are 20 to 30
times more likely to die in childbirth than are their more
privileged counterparts. Infant mortality rates, always far
higher than maternal mortality rates, also vary among
societies by a factor of nearly 20. The failure to prevent
high-risk pregnancies is one contributor to the appallingly
high mortality rates of mothers and children among the
world's poor.

MOTHERS TOO EARLY,
MOTHERS TOO LATE
It is an unfortunate evolutionary fact that women become
fertile several years before what is, for both mother and
child, the safest time for birth; moreover, they usually
remain fertile for ten to fifteen years beyond the period of
lowest risk. While the onset of fertility ranges from age 10
to the midteens, pregnancy becomes safest from a biolog
ical point of view around the age of 18 or 20. The period of
maximum safety lasts for about a decade; then, when a
woman reaches the age of about 30, risks to mother and
child begin to rise and they continue to escalate with each
passing year.
The absolute size of these risks is primarily determined by
social and environmental conditions: a 42-year-old Swed
ish woman faces a far lower hazard from giving birth than
does a 24-year-old woman in rural Pakistan, and deaths in
pregnancy and childbirth among white women in the
United States are only one-third as frequent as those
among nonwhite American women. But within every so
ciety and at every socioeconomic level, the odds that the
mother or her child will succumb to death or disease
increase when the mother gives birth too early or too late
in her life (8, 20, 21, 36).
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From 10 to 15percentofall births in the world-some 12 to
18 million a year-involve teenage mothers. Both biologi 
cally and socially, the deck is stacked agai nst these young
women and their children . Young mothers, their bodies
often not wholly mature, face extra dangers in childbirth
and are considerably more likely than mothers in their
twenties to give birth to frail babies. The psychological
perils of teenage pregnancy may be even greater than the
biological hazards. Whether a teenage girl makes a fit
parent depends upon her own emotional, financial , and
educational resources, and upon the way her culture
prepares and treats young mothers. But 14- or 15-year-old
girls are especially apt to lack the maturity and the means
of support needed to give a baby a stable , healthful, and
stimulating environment (10, 22).
Though teenage mothers are more likely than mothers in
their prime reproductive years to die during childbirth,
early pregnancy takes an even higher toll among babies
than among their adolescent mothers. A recent Pan Amer
ican Health Organization (PAHO) survey of infant deaths
in the Americas showed irrefutably that teenage preg
nancy entails heightened risks (See Table 1). In Sao Paulo,
Brazil , for example, 104 of every thousand babies born to
teenage mothers died before their first birthdays, com
pared with only 53 per thousand born to mothers between
the ages of 25 and 29 (23).
In both poorer and richer regions of the Americas and,
indeed , throughout the world , the increased tendency for
the babies of teenagers to be born premature or under
weight raises the infants' chances of early death. These
babies succumb more readily than robust infants to infec
tious diseases and undernutrition. Among Californians,
the PAHO survey revealed, 26 of every thousand infants
born to mothers under age 20 died in their fi rst year of life,
Table 1-lnfant Mortality by Maternal Age in
Selected Countries, 1968-1970

Maternal Age

Sao Paulo,
Brazil

EI Salvador

California,
USA

(deaths per 1,000 infants under age 1)
19 and below
20-24
25-29
30-34
35 and over
All ages

104
68
53
61
67

120
84
73
81
94

65

88

SOURCE: Pan Ameri ca n Health Organization (23).
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26
16

lJ
17
18

18

compared with 15 per thousand born to mothers in their
late twenties. In Iran , where women marry young and
bear children early , the high death rate among the
babies of you ng mothers is reflected in a proverb: "The first
two, " it says , "are for the crows ."
The proportion of all babies born to teenage mothers
varies considerably among countries and is not directly
related to income levels . In part, the proportion does
reflect the customary age of marr iage for girls. Though
modernization seems to be gradually boosting average
marriage ages the world over , especially among urban
populations, girls in parts of many poor countries still
normally marry while in their midteens. From 10 to 20
percent of the babies in most poor countries are born to
teenage mothers (15).
But marriage alone does not determine the proportion of
teenage to adult pregnancies . In the United States, for
example, teenagers give birth to one-fifth of all infants-a
ratio higher than that found in most poor countries. Since
the average age of U.S. women when they marry is 21 and
ri s ing , the explanation involves more than early marriages.
Although birth rates among adult women have dropped
steadily in recent years, the teenage birth rate has de
clined scarcely at all. In fact, for girls under 15 years old, it
has risen slightly. Thus, births to teenagers account for a
higher and higher percentage of total births in the United
States. A full third of the teenage births-200 ,000 every
year-involve unwed mothers, and only the widespread
availabi lity of abortion services keeps the number that low.
The rising number of births to unmarried teenagers pre
sents a serious health problem , not to mention an enor
mous social challenge. The United States has plainly
fai led to reach teenagers with the information and where
withal they need to limit their fertility. With sexual activity
among teenagers on the increase, many family planning
officials fear that a surge in the number of teenage preg
nancies is imminent (4, 13).
Women who become pregnant after their prime reproduc
tive ,years have passed also take on added health risks for
both themselves and their infants. Though maternal death
rates are quite low in North America and Europe for all
except women over 40, U.S. data from 1974 show that the
incidence of deaths associated with pregnancy and child
birth among American women climbs steeply after moth
ers pass age 30-rising from a low of 10 maternal deaths
per hundred thousand births among women in their early
twenties to 86 deaths per hundred thousand births among
women in their early forties, and then to 234 deaths per
hundred thousand births among women over 45. (In
comparison , in 1973 in the United States, auto accidents
claimed the lives of about 12 per hundred thousand
women aged 30-44.) I.n poor countries, maternal risk also
climbs dramatically with age; in Thailand, for instance,
maternal death rates rise from 154 deaths per hundred
thousand births among women in their twenties to a grim
474 per hundred thousand among women in their forties
(see Table 2) (7, 40, 42).
Once women pass the age of 30, their odds of bearing a
premature or underweight baby begin to rise along with
their chances of experiencing complications during child
birth. I nfant mortality rates also rise, though they remain
lower than those for babies of teenage mothers (23) .

Table 2-Malernal Mortality by Maternal Age
in Selected Countries

Maternal Age
I

USA
1974

Thailand
1971

Matlab Thana,
Bangladesh
1968-1970

(maternal deaths per 100,000 live births)
I

I

19 and below
20-24
25-29
30-34
35-39
40-44
45 and over
All ages

11
10
13
24
41
86
234
15

204
154
154
209
275
474 a


210

860
380
520
620
480
810
b
570

a40 and above.
b No reported deaths in small sample.
SOURCE.: U.S. Cenler for Vilal Slalislics; N.H. Wrighl; Ford Foundalion
(8. 40. 42).

Dangers other than maternal or infant death are asso
ciated with late pregnancy. Older mothers are more likely
than younger mothers to bear babies with congenital
defects. The clearest rise in genetic risk involves the
condition called Down's Syndrome, whose victims suffer
mental retardation and physical disabi.lities. The inci
dence of Down's Syndrome among infants rises exponen
tially with the mother's age-ranging from near 0 among
the babies of young mothers to as many as 14 cases per
thousand infants born to mothers over the age of 40, with
the exact rate varying by country (20). Today, many older
women with access to sophisticated medical services take
advantage of a new technique called amniocentesis that
can identify certain congenital defects in the fetus. Many
women choose abortion when Down's Syndrome is dis
covered.

TOO MANY CHILDREN,
TOO CLOSE TOGETHER

the complications and diseases associated with preg
nancy.
Since a woman's fifth and subsequent births involve extra
risks for mother and child regardless of the woman's social
level, some basic biological laws appear to be involved.
Socioeconomic factors, however, are the overwhelming
determinants of the level of risk posed by high fertility. By
far the strongest negative health impact of large families
appears among the world's lowest income groups, and
many women in Africa, Asia, and Latin America bear more
than 5 children each. In Rwanda, 20 percent of infants who
are the fifth-born in their families die within a year of birth.
Among the ninth-born and succeeding children, the risk of
death is doubled: 40 percent die by age 1 (27).
Studies of impoverished families in several areas of Africa,
Asia, and Latin America have consistently shown that
children in large families run a heightened risk ofsuffering
from undernutrition (and hence of succumbing to disease
and death). These nutritional studies go a long way toward
explaining why the number of children born to a woman
affects the survival odds of her young children as well as of
her infants. Not surprisingly, the food intakes of all the
members of large, poor families tend to be lower than
those of members of smaller families with comparable
incomes. The latest-born children are usually hardest hit,
sometimes in part because of discrimination (especially
against females) in family food distribution, but also
because, unlike their older siblings, they must live on
reduced average portions during their nutritionallyvulner
able early years.
In Congo, for example, those in families with 4 or fewer
members consume an average of about 3,000 calories per
day; members of families larger than 9 eat an average of
only 2,000 calories per day. Doctors in Hyderabad, India,
recently found that 61 percent of all the severely under
nourished children they saw were of the fourth or later
birth order. The doctors calculate that even without any
other improvements in income, food availability, or medi
cal care, the "limitation of family size to 3 children would
bring down the incidence of the severe forms of protein
calorie malnutrition by at least 60 percent" (17, 24, 37).

The number of children a woman bears in her life affects
her 'h ealth significantly. Her first birth carries a slightly
higher risk of complications or death for her and her child
than second and third births do, primarily because the first
birth reveals any physical weaknesses or genetic abnor
malities in the mother or the father. Awoman's second and
third births are generally the safest but with the fourth
birth, .the incidences of maternal death, stillbirth, and
infant and even childhood mortality begin to rise, jumping
sharply with the birth of the fifth and every succeeding
child (7, 29).
Beyond a certain point, then, practice does not make
perfect in childbearing; quite the contrary, it entails esca
lating dangers. The actual level of risk involved in bearing
large numbers of children depends, of course, on the
mother's social milieu. But one pattern prevails in every
country and in every social class: risks increase as the
number of children passes 3 or 4. Contrary to the belief
held by mafClY people, including some doctors, that women
with many children are apt to give birth easily and pain
lessly, such women are in fact particularly susceptible to

This nine-year-old girl, hospitalized in Maseru, Lesotho, is
suffering from kwashiorkor.
(Pholo by Pierre Pillet; courtesy of U.N. Food and Agriculiure Organization.)
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The ill effects of numerous births on both mothers and
their children are more likely to occur when the intervals
between these births are short. A study in Punjab, India,
showed that infants born less than two years after the
previous child were 50 percent more likely to die by age
1 than were infants born two to four years after the
previous child (see Table 3) (12).
The Punjab study revealed the dangers that a short inter
val between births holds for the newborn baby . But the
next youngest child is also threatened. When another
baby appears quickly , the nursing child may be preemp
tively weaned, and there may not be enough high-protein
food to replace the mother's milk . The word kwashiorkor
(the name of the deadly protein-deficiency disease) I iter
ally means " the disease of the deposed baby when the next
one is born ." In the Ga language of Ghana from which it is
drawn, the word carries a connotation of sibling rivalry as
well as of sickness (33).
A rapid succession of pregnancies can bring illness and
death to a woman as well as to her offspring. A woman is in
greatest danger if she is poorly fed to begin with, for
preg nancy and lactation both exact a heavy nutritional
cost that poor women are seldom able to offset by increas
ing the quantity and quality of the food they eat. When
pregnant, a moderately active , well-fed w')man needs
roughly 300 calories per day more than she would other
wise need. When nursing, she needs an even larger dietary
supplement (2, 26). If she does not get the supplement,
her body draws upon its own reserves . Both mother and
infant suffer as a result.
For millions of women in Africa, Asia , and Latin America,
teenage marriage is followed by two decades or more of
uninterru pted pregnancy and lactation from wh ich they
never have a chance to recuperate. During these taxing
decades, moreover, women are often saddled with much
of the agricultural work and with other strenuous tasks
such as gathering firewood and carrying water-duties
that mothers often carry out with their youngest infants
strapped on their backs.
Throughout the poor countries one sees women in their
thirties with the haggard, wizened faces and bodies of the
aged , victims of what Dr. Derrick B. Jell iffe has called the
"maternal depletion syndrome ." I n Bangladesh, the condi
tion is so common and so easily recognizable that the
people have a vernacular name for it, "shutika ." Under-

Table 3-lnfant Mortality According to Birth Interval
in Punjab, India, 1955-1958
Months Since
Preceding Birth

Infant Mortality
(deaths per 1,000
infants under age 1)

0-11
12-23
24-35
36-47
48 or more

206
202
132
138
108

All infants

160

SOU RCE: Gordon. Wyo n. and Asc oli (12)
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nourished, often anemic, and generally weakened by the
biological burdens of excessive reproduction , the victims
of this syndrome become increasingly vulnerable to death
during childbirth or to simple infectious diseases at any
time, and their babies swell the infant mortality statistics
( 16).

ABORTION: LAW AND HEALTH
When contraceptives are not available , are not used , or fail
(as all available methods sometimes do), a growing share
of the world's women are unwilling to go through with an
unplanned pregnancy . At least 35 million and perhaps as
many as 55 million pregnancies are terminated each year
by induced abortion. When performed early in a preg
nancy by trained personnel, abortion involves considera
bly less risk for a woman than pregnancy and childbirth
do. In the developed countries, legal abortions in the first
three months of pregnancy are less than one-fourth as
likely to cause maternal death as are pregnancy and
childbirth-which are themselves quite safe (25, 28, 31) .
Legal abortion's comparative health advantage over
childbearing in poor countries has not been documented,
but given the far higher risks involved in childbearing in
such places, it is probably even larger.
About two-thirds of the world's women now live in coun
tries where abortion is either legal or carries no threat of
criminal prosecution (6, 41) . Though low-income women
often lack the means or knowledge to take advantage of
legal and safe abortions, and though medical establish
ments in many countries cannot meet the demand for legal
abortions, many women in at least the more affluent
countries can easily obtain expert operations. Even where
abortion is illegal, wealthy women can usually find doctors
willing to perform safe abortions clandestinely or can
travel abroad to get legal operations. But for millions of
women who live in countries where abortion is legally
proscribed or who lack access to expert abortions, condi
tions are less favorable . Some must place themselves in
the hands of unskilled practitioners , and some, in despera
tion , try to perform abortions upon themselves using
crude means .
Inexpert or unhygienic abortions involve a high risk of
complications or of death for a pregnant woman . Because
such abortions are usually performed illegally and se
cretly, no one has measured precisely their attendant
risks. But the health consequences of poorly-done abor
tions cannot escape notice. Hospitals in many countries
where abortion is illegal are besieged with the victims of
inexpert abortionists, and efforts to salvage the lives of
these victims absorb precious medical resources . The
Bolivian Ministry of Public Health estimates that the treat
ment of complications from illegal abortions accounts for
more than 60 percent of Bolivia's obstetrical and gyneco
logical expenses. Twenty-fou r percent of the deaths in the
EI Salvador Maternity Hospital result from illegal abor
tions ; duri ng the 1960s, half of the matern ity-related
deaths in Santiago, Chile, resulted from illegal abortions.
A 1964 study in Cali, Colomb ia, found that abortion

means of contraception nor human forethought is per
fectly reliable, Abortions will take place regardless of how
the laws read; an unavoidable issue, then, is whether the
lives of women are to be jeopardized by unrealistic laws,

CONTRACEPTIVE SAFETY
The health risks associated with the lack of family plan
ning are well established, but what health risks does
contraception involve? Of all contraceptive methods, the
birth control pill has generated the hottest controversy,
The side effects and the occasional deaths linked to pill
use have received extensive media coverage, However,
the hazards of the pill, like those of any threat, can be
considered in a meaningful manner only when compared
with the hazards of alternatives-in this case, the risks
involved either in uncontrolled fertility or in the use of
alternative means of contraception,

Children from large families run greater risks of inadequate
care, malnutrition, and death.
(Photo courtesy of U.S . Agency for International Development. )

complications were the leading cause of death among
females between the ages of 15 and 35. In California in the
1960s, before the abortion law was liberalized , complica
tions arising from illegal abortions accounted for one in
five of the state's maternal deaths, most of which occurred
among low-income women (1, 9, 32, 37).
As these totals suggest, legal prohibition fails to prevent
abortion. (The abortion rate in Latin America, where legal
abortion is severely restricted, matches that of the United
States, where legal abortion is liberally available.) Rather,
illegality drives women who are determined to avoid
unwanted births to seek the help of clandestine and often
incompetent abortionists,
Where abortion is illegal, women pay with their lives, In
1966, after a decade with a liberal abortion law, Romania
took the unusual step of reversing its policies and severely
limiting the availability of abortions, As the government
had hoped, the birth rate jumped-but so too did the
number of maternal deatns associated with illegal abor
tions, Though the total number of abortions performed in
Romania undoubtedly fell between 1964 and 1972, the
number of reported maternal deaths arising from abortion
complications more than quadrupled, rising from 83 to 370
(35,38),
Few people consider abortion an ideal means of fertility
control. Better sex education and the universal availability
of contraceptives for all, regardless of ability to pay, are
alternative means of reducing the number of unwanted
births, Even where such services are provided, however,
unwanted pregnancies still occur , Neither the available

Such comparisons dramatize a crucial fact: all common
methods of contraception , including the pill , encompass
fewer risks than do pregnancy and childbirth , The only
exception concerns women over 40; for them, using oral
contraceptives involves a mortality risk slightly higher
than the risk associated with childbearing , But for women
under 40, and for women of all ages using any means of
contraception but the pill, contraception is safer than
pregnancy and giving birth (31) . This argument should
not, however, engender complacency about the health
problems known to be associated with contraception,
Moreover, until an entire generation of pill-using women
I ive out their lives, the record on the long-term effects of
the pill will be incomplete, Women justly demand, for
themselves and for men, safer and more effective means of
controlling fertility,
Although the relative safety of contraception compared to
childbearing has been established statistically only for
developed Western countries, it is undoubtedly even
greater in poor countries, where the dangers associated
with childbirth are so high, Particu lar contraceptives such
as the intrauterine device (IUD), which has been asso
ciated with increased blood loss in menstruation and also
with infection , may be more dangerous for women living in
an environment of poverty than for affluent women who
have access to good medical care, Some researchers also
believe that birth control pills might accentuate certain
nutrient deficiencies in undernourished women; the sig 
nificance of this potential effect is now being investigated
by the World Health Organization (WHO) and by the U,S.

NEW OFFICES FOR P.I.P.
Effective March 1, 1977, the Population Informa
tion Program will be relocated at:
1343 H Street, NW
Washington, D.C. 20005 USA
Telephone: 202-676-4848
Cable Address: POP INFORM
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Agency for International Development (AID), but results
are not yet available. At the same time, some evidence
indicates that pill use may ameliorate other nutritional
problems such as iron-deficiency anemia. Furthermore,
some doctors suggest that the pill may actually be safer for
women in poor rather than in rich countries: because of
dietary or other lifestyle differences, women in poor coun
tries are less susceptible to the cardiovascular problems
that pills sometimes exacerbate (3, 19,30).
While contraception is-with the one exception noted
-safer than pregnancy and childbirth, disparities in the
comparative safety of contraceptives remain . The relative
risks of each method can be assessed in different ways .
One way is simply to add up the deaths directly caused by
each method . But methods also vary in their reliability, and
a realistic assessment of contraceptive risks should take
account of the deaths associated with pregnancy and
childbirth when contraceptives fail. In addition, the risks
associated with abortion, whether used as the primary
birth control method or as a back-up measure in cases of
contraceptive failure, should also be weighed.
An assessment of relative risks reveals that, though the pill
is apparently quite safe for younger women, the IUD is
even safer for women of all ages in developed countries.
Neither the diaphragm nor the condom involves any
health hazard in itself at all, but these devices are less
reliable and more difficult to use than the pill or the IUD.
However, condom or diaphragm use when combined with
legal, early abortion as a backup measure offers the safest
means-short of sterilization-of 100-percent-effective
fertility control (31) . (See Table 4.)

Table 4-Safety of Family Planning Alternatives
for Women Beginning Birth Control at Age 30
(Developed Countries)

Method of
Fertility Control

Cumulative Reproduction
Related Deaths
from Age 30 to End of
Reproductive Years a
(deaths per
100,000 women)

No contraception
Legal abortion (first trimester)b
Oral contraception to end of
reproductive years C
Oral contraceptior, to age 40,
followed by diaphragm or
condom use
Intrauterine device (tUD)
Diaphragm or condom
Diaphragm or condom with legal
abortion as backup
Tubal sterilization
Vasectomy (male risk)

245
92
188

80
22

55
14
10-20

o

a'ncludes contraceptive-associated deaths, abortion
related deaths, and birth-associated deaths in cases of
contraceptive failure or nonuse.
bAssumes abortion is the only fertility control used. result
ing in an average of 13 abortions per woman.
COral contraceptives are not recommended for women
over 40 in developed countries, where safer alternatives are
available.
SOURCE: Adapted from Tietze, Bongaart s. and Schearer. Ba sed on data from
the United States and Great Brita in (31).
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When safe abortion is not available and childbearing risks
are high, the methods that carry the lowest overall risks are
those that provide the surest contraception-that is, the
pill and the IUD. For example, Dr. Andrew P. Haynal
estimates, there were 23,000 maternal deaths in Pakistan
in 1975. About ten thousand of these deaths probably
resulted from complications associated with induced
abortions. "Had all, 23,000 been users of the pill," Dr.
Haynal calculates, "only one would have died due to the
method and another in pregnancy resulting from method
failure" (14).
The marg,i nal mortality risk associated with the use of one
or another contraceptive is an important, but seldom the
sole, consideration guiding most couples' or women's
decisions about birth control. For example, the psycho
logical security born of the pill's neC1r-total effectiveness,
the convenience of pills or IUDs compared with dia
phragms or condoms, or the unwillingness to abort un
planned pregnancies leads some women to pick the pill or
the IUD. Conversely, some women reject the pill because
of physical side effects that are not reflected in the mortal
ity statistics. Others find the uncertainty about the long
term health effects of the pill to be a persuasive reason for
avoiding its use.
Only as women approach 40 should they choose methods
of birth control other than the pill for medical reasons
alone. The evidence linking pill use in developed countries
to an increased risk of cardiovascular disorders such as
heart attacks and blood clots suggests that women of any
age who are especially susceptible to these diseases
-those who smoke or those who have high cholesterol,
high blood pressure , or diabetes-should also consider
alternatives to the pill (5, 18).
Sterilization is growing in popularity around the world
among individuals who wish to remain childless or to have
no more children. Quite safe for both women and men,
sterilization operations afford adults complete peace of
mind on the subject of contraception . Of every hundred
thousand 40-year-old women in developed countries who
undergo a tubal sterilization, only from 15 to 30, or less
than .03 percent, die as a consequence of the operation,
and newly developed operating procedures are steadily
reducing the risks. In contrast, roughly 120 of every
hundred thousand women who begin using the pill at age
40 and continue to use it to the end of their fertile years can
be expected to die as a result of pill use; and women using
no contraception at age 40 and beyond face an almost
identical risk of maternity-related death-close to 120 per
hundred thousand (31).
Vasectomies are even safer than tubal sterilizations-in
fact, they are the safest means of bi rth control known, with
the possible exception of abstinence. Though infections
ariSing from the operation have reportedly caused some
deaths in India, no vasectomy-associated deaths have
been reported in developed countries. The risks asso
ciated with sterilization operations for men and women are
generally higher in poor countries, where medical facili
ties are more often inadequate, than in rich ones. Again ,
however, the dangers of childbearing in these countries
are known to be many times higher than they are in
developed countries.
The choice of a method rests with the individual; in terms
of mortality risk, all accepted methods of contraception

reduced by 29 percent. In Thailand, the 27 percent reduc
tion in infant mortality that would follow a limitation of
births to 4 per woman, all to mothers between the ages of
20 and 34, would mean that about 60,000 fewer infant
deaths would occur each year (39, 40) .
The interaction of poverty and excessive fertility produces
a self-perpetuating cycle of desperation: expecting that
some of their offspring will not survive to adulthood ,
parents feel that they must produce more babies than they
want. And since the odds of maternal depletion and infant
mortality increase as the number of pregnancies rises,
even more births seem necessary. In Rwanda, the average
30-year-old woman has given birth 7 times in her 12 years
of marriage, but only 5 of her children will survive to
adulthood. Similarly, because of high rates of fetal loss
and infant mortality, women in India must become preg
nant 8 times to raise 5 children (11,27). Numerous births,
numerous infant and child deaths, and a tendency toward
ill health on the part of surviving family members all flow
almost inexorably from unlimited fertility combined with
poverty.

Women in India seek Information about contraceptive
methods at a family planning center.
(Photo courtesy of U.S. Agency for International Development.)

hold sizable health advantages over uncontrolled fertility.
Accounts of the hazards of the pill or of other contracep
tive methods that fail to point out the net health advan
tages can thus be highly misleading .
The ideal contraceptive would be undetectable, revers
ible, simple and convenient to use, certain in effect, and
absolutely safe. No existing contraceptive meets this bill, a
fact that accentuates the urgency of research on new
contraceptives for both men and women. In the meantime,
available contraceptives do offer choices that can pro
mote better health.

PLANNING FOR LIFE
Clearly, general health would improve markedly if family
planning measures were more widely available and more
widely used to reduce early and late pregnancies, to place
a reasonable limit on family sizes, and to maintain a
healthy interval between births . Examining data from
around the world, Dorothy Nortman of the Population
Council has calculated the health benefits for women that
would result if births in the risky early and late periods of
female fertility were eliminated. "If women had births only
in the age interval 20-34," she writes, "maternal mortality
would come down by 19 percent in Mexico, Thailand,
Venezuela, and the United States; by 23 percent in Colom
bia and France; and by 25 percent in the Philippines." As it
is, more than a third of the world 's births each year are to
mothers younger than 20 or older than 34-mothers
outside their safest childbearing years (20).
Nicholas H. Wright estimates that if each woman in the
United States were to bear no more than 3 children,
and were to bear them only when she is between the ages
of 20 and 34 , deaths among infants nationwide would be

An understand ing of the health consequences of different
reproductive patterns makes it possible to describe what,
on medical grounds alone, would be an ideal reproductive
history for all women who desire children . While the health
benefits of family planning vary with the hazards of child
bearing, the general recommendations are the same for all
women . Reproduction-related risks would be minimized
if:
•
•
•
•
•

Women did not bear children before reaching the age
of 18 to 20.
Births were spaced at least two years apart.
No women had more than 4 children.
Women did not bear children after reaching the age of
35.
People who have completed their families minimized
contraceptive-related risks by choosing sterilization.

Giving every person the knowledge and means to manage
her or his ferti lity is desirable for medical reasons, but this
justification omits other important benefits. These in
clude, for example, the psychological security that reliable
contraception affords couples, and the economic security
that having no unwanted children affords families . For
women especially, a major benefit is the ability to pursue
educational or career plans without the disruption of an
unplanned child . If individuals would follow the safest
reproductive pattern, the national birth rate-and hence
the population growth rate-would drop considerably in
many countries.
Educating people about the health benefits of family
planning is one task that governments can undertake to
encourage an optimal reproductive pattern for all families.
Other more specific policies can also contribute to that
goal. RaiSing the age of marriage through legislation and
exhortation , as the Chinese have done, is one means of
reducing the incidence of early pregnancies. Where births
out of wedlock are common, however (as they are in North
and South America), changes in the age of marriage alone
will not solve the problem of teenage pregnancy.
Governments can assure that contraceptive alternatives
are universally available at a cost all can afford. They can
J-259

drastically cut the health costs of abortion by legalizing it
and by ensuring that all women, regardless of their ability
to pay, have access to safe abortions , The increasing
tendency for those who have attained their desired family
size to turn to sterilization as a safe and permanent means
of contraception deserves encouragement on health
grounds,
A young person's education and preparation for life are
not complete without a thorough versing in the facts of
health, sexuality , and fertility control. Such education
must begin as early as sexual activity begins , and wishful
thinking about moral standards should not be allowed to
inflict on teenagers the health costs of unwanted, risky
pregnancies .

At the World Popu lation Conference in Bucharest in 1974,
the nations of the world collectively agreed that "all
couples and individuals have the basic right to decide
freely and responsibly the number and spacing of their
children and to have the i nformation, education and
means to do so." Implemerlting the conference plan would
immediately improve personal health , even as it provided a
foundation for meeting other long-term social challenges
associated with rapid population growth , The universal
availability of family planning services (including legal
abortion) will certainly not in itself solve the acute health
problems of the world's poor; until th ~ s condition is met,
however, no other combination of policies will solve them
either. Like pure water and 'l ike nutritious food, family
planning is essential to good health.

WORLDWATCH PAPER AND
STUDY GUIDE AVAILABLE
Copies of Twenty-two Dimensions of the Popula
tion Problem, a paper originally published by the
Worldwatch Institute and subsequently reprinted
in Population Reports, Series J, Number 11,
November 1976, along with a study guide, are
currently available from Zero Population Growth
(ZPG) .
The guide, directed at senior high school and
undergraduate college students, contains 100
questions designed to facilitate individual read
ing and group discussion of the paper and to
suggest a range of topics for research reports and
other classroom activities.
Copies of the paper and study guide, which was
developed by Elaine Murphy, population educa
tion director for ZPG, may be obtained from :
Zero Population Growth, Inc.
1346 Connecticut Avenue NW
Washington , D.C. 20036
Sets of 20 or more copies of the paper, including
one free study guide, 75 cents each. Single co
pies of the study guide, 25 cents each (prepay
ment and self-addressed, stamped envelope re~
quired).
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